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Case History
A 28-year-old married female presented with a swollen and painful right breast for three
months (Figure 1). On examination, she was afebrile with a tender and enlarged right breast
showing central induration, retracted nipple and two discrete non tender masses, 8 cm X 9 cm
and 3 cm X 4 cm, at 1 and 4 o'clock positions. Her ultrasound is shown in Figure 2. FNAC of
the lumps was equivocal which necessitated excision of lump at 1 o'clock position for final
diagnosis. The histopathological appearance is demonstrated in Figure 3.
What is the most probable diagnosis?
Answer on the next page.
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Certain breast ailments predominantly affect females in the childbearing period becausefemale breast undergoes more frequent changes during this period of activity and is more
susceptible to trauma and infection. Breast is remarkably resistant to tuberculosis, as are skeletal
muscle and spleen'. The tuberculosis of breast, as in this patient, is a disease of younger age
group; uncommonly an older patient may present with a mass that mimics carcinoma', whereas
the younger patient usually manifests sign of a pyogenic breast abscess", The risk factors
considered to be associated with tuberculous mastitis are multiparity, lactation, trauma, past
history of suppurative mastitis and AIDS4,5. The most common clinical presentation is that of a
solitary, ill defined, hard lump situated in the upper outer quadrant with or without axillary
lymphadenopathy, making it very difficult to differentiate from carcinoma breast clinically 6.
The portal of entry in tuberculous mastitis can be either primary or secondary'. Primary route is
rare and is by direct inoculation of the bacilli through abrasions in the nipple. Secondary route is
more common and occurs by lymphatic, haematogenous or contiguous spread. Lymphatic route
is the most common and occurs by retrograde extension from the axillary lymph nodes (50-75%).
In many cases mammographic and ultrasonographic characteristics of breast tuberculosis are
similar to cancer of breast", It is important to appreciate that many conditions can histologically
resemble tuberculosis, including sarcoidosis", mycotic infectionsv 10, metazoal infections,
periductal mastitis, Wegener's granulomatosis and granulomatous mastitis". Diagnosis must
be confirmed by demonstration of acid-fast bacilli in needle aspirates or biopsy tissues.
Alternatively Polymerase Chain Reaction (PCR) can be applied for detection of mycobacterial
DNA. Treatment of tuberculous mastitis is mainly medical with few surgical indications. Medical
management consists of Anti Tuberculous Therapy (ATT) using a six months (2 HRZE/4 HR) or
nine months (2 HRE/7HR, 2 HRZ/7HR) regime. The nine months regime is preferred due to a
lower relapse rate. Surgery is required to confirm the diagnosis by FNAC and/or excision biopsy,
drainage of cold abscess in the axilla and breast to prevent sinus formation. Simple mastectomy is
indicated in a rare case of failure of ATT or severely distorted breast with multiple sinuses'-.
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